AJCP / Meeting AbstrActs of CMV infection is tubulointerstitial nephritis, which is characterized by nuclear and cytoplasmic inclusions within tubular epithelial cells. We describe a very rare case of CMV-induced glomerular vasculopathy without the classic microscopic presentation of obvious intranuclear inclusions. A 17-year-old male renal transplant recipient from a related living donor three months earlier who was on immunosuppressants was discovered to have a rising creatinine level. He underwent a renal biopsy, which revealed glomerular and rare peritubular capillary endothelial cells involved by CMV. Interstitial inflammation, tubulitis, and arteritis were absent. CMV tissue involvement was confirmed by immunohistochemical stains for CMV and by electron microscopy. C4d stains were negative in peritubular capillaries. The patient responded well to antiviral medication. CMV nephropathy can manifest as glomerular vasculopathy, glomerulonephritis, or most commonly tubulointerstitial nephritis. In previously reported cases, patients presented with CMV-induced glomerular vasculopathy on average 3 to 4 months post renal transplantation. The major morphologic changes of CMV-induced glomerular vasculopathy consist of enlargement or necrosis of endothelial cells within glomeruli with absence of tubulointerstitial changes. The classic pattern of cherry red, intranuclear inclusions with a halo is not always present in endothelial cells in these cases. Instead, the CMV-infected endothelial nucleus may be blurred, filling up the capillary lumen resembling microthrombi. Given the rarity of this entity and subtle changes which are easily overlooked, it is necessary to perform CMV stains in all transplant biopsies with in situ hybridization or immunohistochemistry. Introduction: Solitary fibrous tumors (SFTs) are uncommon tumors that are found mostly in the pleura. SFTs have been reported in numerous anatomical sites, rarely in the head and neck area. The finding of these tumors in rare locations can often lead to a misdiagnosis. Here we report a rare case of an atypical SFT in the parapharyngeal space. Method: The patient's clinical information was reviewed, and a literature search for SFT of the head and neck was undertaken. Result: A 75-year-old man with a history of meningioma, status post resection, was found to have a new mass in the right parapharyngeal space on surveillance MRI. A CT scan showed a 3 x 3.5 cm soft tissue mass that
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Intra-abdominal Fibromatosis with Subsequent Development of Lower Extremity Multifocal Tumors-Is Chronic Lymphedema or Mosaicism a Risk Factor for Recurrence and Multifocality?
Yan Hu, Anwar Raza, MD, Evelyn Choo, MD; Loma Linda University Medical Center, Loma Linda, CA Introduction: Fibromatosis is a rare, benign slow-growing infiltrative tumor with a propensity for local recurrence. The etiology is largely unknown, but it is associated with Gardner syndrome, and has several risk factors, including previous trauma, surgery, pregnancy, and prolonged estrogen intake. Case Presentation: Here we report a case of fibromatosis of the right pelvis with local recurrence and multifocal tumors in the distal ipsilateral lower extremity in the setting of post-surgical severe chronic lymphedema. The patient is a 28-year-old black woman with a history of two prior C-sections who presented three years later with a large mass occupying the right side of the pelvis with compression of the right external iliac vessels. No mesenteric or colonoscopic evidence of Gardner syndrome was identified. Her only known risk factors were the two previous C-sections. The resected 16.5 cm mass was adherent to the pubic symphysis, pubic rami, and right femoral vessels, with multiple microscopically positive margins. The patient subsequently developed lymphedema of the right lower extremity and a recurrent 6.6 cm right pelvic mass a year later. Five years after her initial resection, she developed synchronous 10 cm right upper calf and 7 cm right ankle masses, which were biopsied and confirmed to be fibromatosis. Her limb tumors show rare cells with stippled nuclear beta-catenin staining.
